A Saeed MRCOG Department ofGenito-Urinary Medicine, Royal Lancaster Infirmary, Lancaster Summary: Two cases of secondary syphilis are reported with periostitis as the main presenting feature. Technetium-99m bone scintigraphy was found to be superior to radiography in both defining the extent of involvement and in picking up early lesions.
On examination, she was found to be a fit-looking woman, with bruises over the right buttock and anterior part of the right leg. No rash was evident, and no orogenital lesions or lymphadenopathy could be seen. Both tibiae were tender, but there was no pre-tibial oedema. An area of tenderness was found over the lower cervical spine, with limitation of lateral flexion and rotation. The skull and the other long bones were not tender. Neurological and remaining systematic examination were normal.
Routine investigations were normal apart from an erythrocyte sedimentation rate (ESR) of 54mm in the first hour, and a leukocytosis of 10.2 x 109/1. Coagulation profile and bone marrow examination were normal. Autoantibody screen was negative. Radiological skeletal survey did not reveal any abnormalities. However, a technetium-99m (99mTc) bone scan showed multiple areas of increased uptake mainly over the skull and long bones, where it was in the form of a streaky linear pattern (Figures 1 & 2) . Soon after admission she began to lose the lateral parts of her eyebrows, as well as her eyelashes. A maculopapular, non-pruritic rash appeared on her trunk but faded without treatment over three days.
Serology for syphilis was then assessed: rapid plasma reagin (RPR) card test positive 1:128, treponemal haemagglutination (TPHA) positive, fluorescent treponemal antibody (FTA) test positive. Skin biopsy of the rash showed areas of perivascular infiltration with plasma cells, consistent with lesions of secondary syphilis. Treatment with procaine penicillin was instituted (1.2 megaunits intramuscularly for ten days). Within three weeks of completing treatment, her eyebrows and eyelashes had regrown and the pain over her tibiae resolved. Some tenderness over her cervical spine remained. The ESR returned to normal.
Follow up bone scans 3 months and 6 months after treatment did not show any significant change from initial scans. Plain radiographs of both tibiae 6 weeks after the first films showed thickening of the cortex at mid-shaft level consistent with syphilitic periostitis, while the other Case 2: In March 1984 a 31-year-old Asian man was admitted to the Lancaster Rheumatology Department with a four-month history of pain affecting both tibiae which had caused him to attend the Casualty Department twice in the preceding two months. He also gave a history of a dry, scaly rash for six weeks, painful red eyes for three weeks, intermittent deafness affecting the left ear and arthralgia affecting knees and ankles without joint swelling or stiffness. Two weeks previously he had had an episode of dysuria but denied urethral discharge. Examination revealed a papular scaling eruption affecting trunk, arms and thighs, axillary and epitrochlear lymphadenopathy, bilateral anterior uveitis and acute tenderness over both tibiae. There were no orogenital lesions, no neurological signs and no synovitis.
Routine investigations were normal apart from an ESR of 50 mm in the first hour and an alkaline phosphatase of 136 mu/ml (normal <100). Haemoglobin electrophoresis revealed no abnormal bands. TPH test was positive 1:64, cardiolipin WR positive, venereal disease research laboratory (VDRL) test positive 1:256, and FTA (absorbed) test positive. Cerebrospinal fluid examination showed 68 leukocytes x 106/1, protein 0.42 g/l, culture was sterile and TPHA test positive 1:4, cardiolipin WR positive, VDRL test positive 1:2, FTA (absorbed) test positive. Skeletal X-rays showed no destructive lesions or periostitis. 99mTc bone scintigraphy showed increased uptake in both tibiae (Figure 3 ) and the frontal region of the skull.
Secondary syphilis was diagnosed and he was treated with daily intramuscular injections of procaine penicillin 900.000 units for 21 days. Skin rash, bone pain and deafness had resolved after one month. Repeat cerebrospinal fluid examination after 8 weeks showed 4 leukocytes x 106/1, protein 0.30 g/l, and TPHA test, cardiolipin WR and VDRL test were all negative. After 7 months, repeat serology showed that the VDRL test had become less strongly positive (1:16) and repeat bone scintigraphy showed normal radioisotope uptake.
Discussion
Only three cases with similar findings appear to have been reported previously. Tight & Warner (1976) described a 22-year-old man with secondary syphilis who presented with swelling *and tenderness of a sternoclavicular joint but normal X-rays. 99mTc bone scintigraphy showed increased uptake over the sternoclavicular joint and also a clavicle, the frontal bone and other areas of the skull. There was a rapid clinical response to parenteral penicillin therapy but the patient was lost to follow up and did not have repeat radiography or scintigraphy. In 1979, Siegel & Hirschman reported the case of a 31-year-old Ethiopian man with secondary syphilis presenting with tibial pain. X-rays showed lytic areas with a periosteal reaction affecting both femora, a tibia, fibula, humerus and lytic lesions in several ribs. 99mTc bone scintigraphy confirmed involvement at these sites but additionally revealed increased activity in a shoulder, the opposite scapula and a clavicle. There was again a rapid clinical response to parenteral penicillin therapy but the isotope bone scan remained unchanged one month later. In 1984, Hansen and his colleagues recorded the case of a 31-year-old African man with secondary syphilis whose presenting symptoms were right frontal headache and pain in the jaw and both femora. There was tenderness over the right frontal bone, and X-rays showed lytic lesions at that site and in the mandible and pubic bone and also periostitis in one humerus and both femora. 99mTc bone scintigraphy confirmed involvement at these sites but also revealed increased uptake in two ribs which were clinically and radiologically normal. There was a rapid clinical response to parenteral penicillin. Radiographic and scintigraphic changes had improved but had not completely cleared after 9 months.
Both our patients had secondary syphilis with periostitis. Only minimal radiological changes were seen in Case 1 and none in Case 2, in contrast to the fairly florid changes found in congenital or late syphilis (King et al. 1980b) . Periostitis is a well known feature of secondary syphilis (Reynolds & Wasserman 1942 , Roy & Laird 1973 , King et al. 1980a ). There are several reasons why the diagnosis of periostitis may be missed in secondary syphilis: (1) the bony lesions may remain asymptomatic; (2) early syphilitic periostitis and osteomyelitis seldom produce radiological changes (Roy & Laird 1973) ; (3) headache due to skeletal lesions may be attributed to meningeal involvement. In the two patients reported, the diagnosis of periostitis would have been missed if bone scintigraphy had not been carried out. A higher incidence of bony lesions may be found if this technique is used as a routine investigation in secondary syphilis.
